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This Plan of Correetion constitines onr
F 000 | INITIAL COMMENTS F 000| credible allegation of compliance,

However, the submission of this plan of

During the Recertification survey and carrestion is not an admission that a

investigation of complaints #33765, #32853, and | - deficiency exists or that one was cited
#32618 conducted on May 19-21, 2014, at Life correctly. This Plan of Correction is
Care of Red Bank, no deficiencies were cited in submitted to meet requirements
relation to the complaints under 42 CFR PART established by state and federal laws.
482.13, Requirements for Long Term Care. F241

F 241 483.15(a) DIGNITY AND RESPECT OF F 241 .

§8=D [ INDIVIDUALITY . 1. The dietary manager, asked the

resident immediately, if she wanted

‘The facility must promote eare for residents in a the clothing pratector.

manner and in an environment that maintains or A ey .
enhances each resident's dignity and respect in 2 All other residentsTi the dtmﬁng
full recognition of his or her individuality. room were asked by the nursing
staff if they would like a clothing
. . . protector.
This REQUIREMENT is not met as evidenced 3. An ;dugational in-service regarding
by: _— . .
Based on observation and interview, the facility respect and dignity will be provided
failed to maintain dignity during dining for one ta the nursing staff by the nursing
| Yesident (#9) of thirteen residents observed in the management team on 6/2/14. The
main dining raom. nursing management team will
The ﬁndil"lgs inCluded: Conduct at leaSt thl“ee Weekly
_ _ observation sudits of the dining
7] Observation on May-19; 2014; at 49:55 am., iy | - oo e room practice of application of " |

the main dining room, revealed thirteen resigents lothi
waiting on funch to be served. Twelve residents .. Lt Of_ iNg protectors to assure

had clothing protectors on. Resident #9 entered residents are asked if they desire
ttllge dini_zg lr?onrw1 _?nd thekl_Diettaw I\g_a[f?age: wer}cti 'tot the use of the clothing protectors,

€ resident, while speaking to a different residen . o

across the soom, and placed the clothing The observation audit wiil occur
protector on resident #9 without speaking to E weekly for 4 weeks then monthiy _.
resident #9. : for 3 months, The nurse .

Mmanagement team will submi
interview with the Dietary Manager on May 19, di 8 et the
2014, at 12:04 p.m.. n the dining room, . audit results to the director of
confirmed the Dietary Manager did not ask the nursing each week,

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE

pregram paricipation.
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rasident if the resident wanted a clothing
protector and did not address the resident while
placing the clothing protector.

F 281 483.20(k){3)(i) SERVICES PROVIDED MEET - F231
S5~ PROFESS|ONAL STANDARDS

The servicas proﬁided or arranged by'the facility
must meet professional standards of quality,

This REQUIREMENT is not rhet as evidenced _
by: )

Based on madical record raview, observation,
and interview, the facility failed to follow
physician’s orders for administration of
medication for one (#72) of thirty-seven sampled
regidents.

The findings included:

Resident #72 was readmitted to the facility on
December 18, 2012, with diagnoses including
Decubitus Ulcer Hip, Paraplegia, Diabetes,
Morbid Obesity, and Rheumatoid Arthritis.

dated May 2014, revealed, "Saline Nasal 0.65% -
Spray bid (twice daily) two sprays both nostrils.” i,

Qbrservation of the medication pass and interview
on May 20, 2014, at 8:45 a.m., revealed ths
Licensed Practical Nurse (LPN) #1 did not
administer Saline Nasatl 0.65% Spray, ordered by
the physician and listed on the Medication R
Administration Record (MAR). Interview with
LPN #1 outside of the resident's room, confirmed
the nasal spray was not administered becayse
the medication was not on the cart and was

Medical record review of the physician’s orders F281

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES Ity PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATQRY CR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
- I S A LT . DEFICIENGCY)
E 241 Conﬁnqu me page 1 [ 241 4, ThE diredcr Of nUrSing Wi" Smeit

the results of the audit to the
Quality Assurance Performance
Improvement {QAPI) Committae
ctonsisting of the medica) director,
director of nursing, and at least
three other staff members maonthly.
The QAP committee will review the
results and if deared necessary by
the committee, additional
education may be provided: the
Process evaluated/revised and/or
the audits reviewed for three
months or untjt 100% compliance js
achieved. The administrator will
monitor the process to assure H‘ES l"'l
continued compliance,

The nurse offered the resident the
saline nasal spray immediately,
The physictan was notified and
discontinued the saline nasal spray.

All residents who are able to self-
administer medication in any form .
were reviewed by the nursing
management staff for proper
documentation on 5/20/14.
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Interview with LPN #2 on Maiy 20, 2014, at 9:15
a.m., at the South/West Nursing Station,
confirmed when the LPN had worked the hall, the
nurse had documented the medication as being
given without observing-the medication .- - -
administered.

Interview with RN Supervisor #1, at the
South/West Nursing Station, on May 21, 2014, at
8:30 a.m., revealed {he resident was alevt and
had been approved for self~administration of
medications. Continued interview revealed RN
#1 placed a bottle of Saline Nasal 0.65% Spray in
the resident's reom at the *first of the month.”
Continued interview confirmed the RN had signed
the MAR "several times" as the medication given
and had not seen the medication

the results of the audijt to the

Quality Assurance Performance

Improvement {QAPI) Committee
consisting of the medical director,
director of nursing, and at least
three other staff members monthly.
The QAPI committee will review the
results and if deemed necessary by
the committee, additional
education may be provided: the
process evaluated/revised snd/or
the audits reviewed for three
months or until 100% compliance is
achieved. The Administrator will

(Xd) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREF(X (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
C e - = A o - - B - - DEFICIENCY) .
3. Aneducational in-service was
F 281! Continued From page 2 F 281 provided to the licensed staff by the
“usually Kept” in the resident's room. Furlher nursing management staff on
interview ravealed the resident was alert and had .
been assessed to self administer medieations. 05/20/2014 _regardmg the L
Continued interview confirmed the nurse had documentation and the application
given medication to the resident on May 11, 2014. of the self-administration drug
Further interview confirmed the LPN had ; -
- olicy. Audits of the self-
documented on the MAR the medication was P d' _y_ t s ©
given May 11, 2014, but had not observed the acministration assessment of
resident administer the drug. residents and compliance of the
Medical 4 revi f the Medicati nursing staff with the dose by dose
edical record review of the Medication . .
Administration Record (M AR) for May 2014, documentation witl be conducted
revealed the medication had been documented by the nurse managers at least once
- | @8 given twice daily for the month of May. weekly for four weeks then monthly
for hs.
Interview with the resident, on May 20, 2044, at 3 months. The nurse
8:00 a.m., in the resident’s room, with the management team will submit the
Assistant Director of Nursing (ADON), revealed audit results to the director of
the resident had not received the medication for nursing each week,
“some while" and had not received the
medication for the month of May 20-4. 4. The director of nursing will submit
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F 281 | Continued From page 3 F 281 monitor the precess to assure blgg[m.

self-administerad,
F 371 483.35(j) FOOD FPROCURE,
88=F | STO RE/PREPARE/SERVE - SANITARY

The facility must -

(1) Brocure food from sources approved or
considered safisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met az evidenced
by: )

Based on observation, review of facility policy,
and interview, the facility failed to contain the hair
of one of seven staff members observed; failed to
maintain sanitary equipment i the food .
Preparation area; and failed to label food in one of
one walk-in coolers in the dietary depariment;
and failed to cover food during tray service for
four of four wings,

" Thefindings included: .- ... - ..
Observation on May 19, 2014, at 1018 a.m.,, in
the dietary department, revealed one em ployee in
the dishwashing area wearing & visor, but o hair
net, .

Observation on May 19, 2014, from 10:15 a.m. to
10:44 a.m., revealed the can operier blada and
gears soiled with black debris, a water pan in the
base of the bread warmer with & thick coating of
Hight brown film and debris in the base of the pan,

continued compliance,

'F 371
F371

1. Hairnets were immediately
adorned, equipment cleaned,
food labeled and food covered
by the dietary staff,

2. All othar observations were in
compliance,

3. An educational in-service was
provided on 06/09/14 regarding
the policy and procedures on
how to store, prepare,
distribute and serve food to the
dietary staff by the dietary
director and executive chef.
Daily inspection audits of the
dietary department regarding
the policies and procedures will °
be conducted at least 5 times
weekly, for one month, then at
least monthly for three months
by the clinical dietician and/or
the registered dietician. The
audit resuits will be given to the
axecutive director daily for
revigw.
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dietary department,

revealed a five pound plastic bag of shredded
cheese opened, undated, and available for use,

Review of the facility policy Associate Conduct
revised January 2007, revealed, *.._Food ang
Nistrition Services Assaciates wegr a hair
covering...at all times...cleaning schedule to
include all equipment and areas to be
cleaned...director of...nutrition services...monitors
the...schedule...t6 ensure tasks are completed...”

Interview with the Dietary Manager on May 19,
2014, at 10:50 a.m., in the dietary department,
confirmed all foods were to be Iabaled and dated;
hair, coverings were te be.worn at all times: alf
food preparation equipment including can
openers, mixers, and water pans in the bread
warmer were {o be kept clean; scoops were not to
be stored inside the buik storage bins: and the

facility failed to maintain sanitary conditions in the

Observation en May 19 and 20, 2014, from
12:30-1:00 p.m., during the distribution of lunch
trays.to the residents on four of four of the facility
wings observed, revealed uncovered desserts

1 and side dishes on the residents’ meal frays.

continued compliance.
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{x4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECYIVE ACTION SHOUL D BE COMPLETION
TAG REGIHATORY OR 1LSG IDENTIFYING INFORMATICN} TAG . CROS5-REFERENCED TO THE APPROPRIATE DAFE:
S e SO - . . DEFIGIENCY) -
F 371 | Continued Erom page 4 F 371 4. The executive director will
and a scoop stored inside the bulk flour storage submit the audit results to the
container atop the flour. Continued observation quality assurance committee,
revealed the stand-up mixer splash plats and consisting of the medical
upper grill soiled with hard white and brown . g .
debris. director, the director of nursing
L e ) and at least three other staff
Continued observation in tpa walk in cooler ‘ members monthly, for further
revealed a fulf pan containing fifteen uncooked rib dati it
eye steaks, unlabeled and undated, available for recammendations, if needed.
use; and two trays containing twenty seven fruit The executive director will
CURS uncovered, unlabeled and undated, and monitor this process to ensure
available for use. Continued observation sl
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F 371/ Continued From page 5 F 371

Continued observation revealed the maal trays
were disiributed from the tray cart to the resident
rooms with these food items uncovered.

Interview with Certified Nursing Assistant {CNA)
#5 on May 19, 2014, at 12:43 p.m., in the South
hallway, confirmed the pecan pie and the fruit
cups were distributed to the resident rooms

uncovered.

Interview with CNA #6 on May 20, 2014, at 12:52 E 372

p.m., in the South hallway, confirmed the peach

pie and the potato salad were distributed to the 1. Thearea around the

resident reoms uncovered. dumpster was immediately

interview with the Dietary Manager and Clinical cleaned by the

Nutritionist in the dining room, on May 21, 2014, maintenance staff.

at 8:10 a.m., confirmed the facility did not cover

the desserts or the side dishes during meal 2. No other area was affected.
distribution.

F 372 483.35(i)(3) DISPOSE GARBAGE & REFUSE F372; 3. Aneducational in-service
$8=C | PROPERLY ' was given to the dietary

The facility must dispose of garbage and refuse and house!_teeping staff by
properly. the executive director
regarding keeping the area
around the dumpster ciean.

- . L » - -

This REQUIREMENT s not met as evidenced

by: . A daily ohservation audit
Based on observation and interview, the facility - will be conducted by the
failed to maintain sanitary conditions for two of director of housekeeping
two dumpsters in the garbage diumpster area, i for one month, then at least
The findings included: o monthly for three months

) to ensure compliance. Audit
Observation on May 19, 2014, at 2:30 p.m., in the results will be given to the

dumpster area, revealed the doors io the facility . .
dumpsters closed. Continued observation executive director weekly
{ for review, ]
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LT LT Tt . ’ ' " DEFICIENCY) " _
4. The executive director will
F 372| Continued From page 6 F 372 submit the audit resylts to
revg'ale? rm:jl_liple used latex glm;(es a;ad " the guality assurance
medication dispensing cups secattered on the . -
ground throughaut the dumpster area, Centinued commrtt.ee, c?nS|st|ng of
observation revealed a plastic urinal on the the medical director, the
ground beside the dumpster. director of nursing and at
. e e least three other staff
Interview with the Dietary Manager on May 19, re eh S
2014, at 2:35 p.m., in the dumpster area, members monthly, for
confirmed the waste was to have been ¢ontained further recomimendations,
inside the dumpsters and the facility failed to if needed, The executive
maintain sanitary conditions in the dumpster area. director will monitor this
. process to ensure
F 441 483.65 INFECTION CONTROL, PREVENT F 441 continued compliance, @fas{n;
88=F | SPREAD, LINENS
The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfertable environment and
to help prevent the development and transm ission
of disease and infection.
{a) Infection Control Program ) :

The facility must establish an Infection Control
Program under which it -

(1) Investigatss, controls, and prevents infections
in the facility; - - : - -
(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and .
{3) Maintains a record of incidents and corrective
actions related to infections,

(b) Preventin:g Spread of Infection .
(1) When the Infection Control Program

| determines that a resident needs isolatior to
: prevent the spread of infection, the facility must

iscliate the resident.
(2} The facility rnust prohibit em ployees with a

F441

- - hands.and the'haspice nurse was
the nursing management staff. The
cart by and the scales were cleaned
immediately by nursing staff, The jce

area immediately by the dietary
manager.,

1. The CNA’s immediately sanitized their
informed of the isclation procedures by
boxes of clean gloves and rolls of clean

trash bags were removed from the linen

chest was removed from the common
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. . Duri
F 441 | Continued From page 7 £ 441 2 Ul‘lhl't'g thebsurvev.a!l other hand
communicable disease or infected skin lesions \Wasihing observations were .fou ntf to be
from direct contact with residents or their food, if m cornpliance and all other isolation
direct contact will transmit the disease, rooms were being properly utilized.
{3) The facility must require staff to wash their L . .
hands after each direct resident contact for which MEN carts were mspi ected and items
hand washing is indicated. by accepted remaved by the nursing management
professional practice. staff during the survey. No other scalas
_ were affected. All other ice chest use
| {¢) Linens were i "
Personnel must handle, store, process and €re in compliance. ,
;ransgon linens so as {0 prevent the spread of 3. Educational in-services were ¢onducted
infection. to staff on 06/02/2014 regarding the
hand washing policy and pracetlure, the
policy and procedure for isolation
g—his REQU!REMENT is not met as EVidEricea roams, clean linen sta rage’ bEd ] Ee
v : . .
Based on observation, irterview, medical record cleal:ung and ice machines by the
review, review of facility policy, and review of nursing management staff, At least five
personnel files, the facility failed ta sanitize the hand washing observation audits,
hands while passing the meal frays for three of isalation raoms audits, clean linen
three hallways; failed to ensurs isolation . o
procedures were followed for ong raom with two storage, bed scale cleaning audits will
residents (#30 and #80) of thirteen isolation be conducted by the nursing
rooms observed; failed to properly store clean management team weekly for 4 weeks
linen on four of four halls; failed to provide
sanitary:storage of linens in one of two linen - t*??:rl E‘E_onttl ny? rEhr_ee mgqt_?; The
storage closels; failed to ensure one of two bed results'of the'audits will be reportéd ta
scales were clean; and failed to ensure one of _ . the director of nursing weekly.
one ke chest was not contaminated in the main ‘
dining room. 4. The director of nursing will submit the
- results of the audit to the Quality
fingti i N -
The findings included . Assurance Performance Improvement
Observation on May 19, 2014, at 12:30'p.m., in (QAPI} Committee consisting of the
the North hallway, revealed the following: medical director, director of nursing,
e . . . and at | three others ber,
| Gertified Nursing Assistant (CNA) #1 was passing ne at least three o t_aff mer_n S
| meal trays 1o the residents in their rooms. monthly. The QAPI committee will
“ORM CMS-2557(02-99) Pravigus Versioas Obsolate - Evant X FLZP11 Facillty ID: TN3309 If continuation sheet Page 8 of 19
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Continued observation revealed CNA #1 removed

'a meal tray from the food cart, gathered a

clothing protector, and entered room #219 with
the food tray. Continued abservation revealed
CNA#1 placed the clothing protecter on the
resident who was lying in the bed, and secured it
at the back of the resident's neck, CNA #1
continued to provide tray set up to include taking
the lids off the food items, picked up the utensils,
and used the knife lo spread the butter on the
bread on the meal tray. )

Continued observation revealed CNA #1 did not
cleanse or sanitize the hands after leaving room
#219, ' -

Continued observation revealed CNA #1 removed
a food tray from the food cart and took it into
raom- #2418 Observation revealed CNA #1--.
entered the room without cleansing or sanitizing
the hands; removed the call light from the
resident's bed and placed it on the bedside table;
pulled the over bed table toward the resident and
placed the tray on the table; removed the lids
from the drinks, opened the salt and pepper
packets and sprinkled the ¢ondiments on the
food. Continued observation revealed CNA #1
exited the room without cleansing or sanitizing the
hands.

Interview with CNA #1 in the North hallway on

to assure continued compliance.

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES [w] PROVIDER'S PLAN OF CORRECTICN X5)
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- - S LT . ~ DEFICIENCY) .
. review the results and if deem
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Continued observation ravealed CNA #1 removed necess?ry yine mmn’f' €€, additio
& meal tray from the food cart and entered room education may be provided: the process
#214. Continued obgervation revealed CNA #1 evaluated/revised and/or the audits
took the tray into the room and placed it on the reviewed for three months or untit
overbed table, assisted with the meal set-up, and 100% i is achieved. Th
exited the room withoul cieansing or washing the » compliance 1s achieved. The
hands. | administratar will monitor the process
{35l
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May 19, 2014, al 1:04 p.m_, confirmed (he hands
were not ¢leansed or sanitized between delivering
and setting up meal trays for the residents,

Observation on May 20, 2014, in the North
haliway at 12:28 p.m., revealed.the fallowing: .

CNA #7 entered raom #216 with the meal fray.
Continued observation revealed CNA#7 set up
the meal tray for the resident, including removing
the lids from the drinks. While removing the
straw from the wrapper, CNA #7 touched the
straw with ungloved hands and placed the straw
in the juice, Further observation revealed CNA
#7 adjusted the resident's left foot in the
wheelchair; moved the over bed iable toward the
reésident; and while holding the cup and securing
the straw with the ungtoved hand, offered the
jLice to the resident.

Resident #30 was admitted to the facility on
October 3, 2008, and readmitted to the facility on
July 12, 2013, with diagnoses including Urinary
Tract Infection, Escherichia Gali, Congestive
Heart Failure, Urinary Incontinence, Depressive
Disorder, Multiple Mysloma, and Alzheimer's
DESGE‘SE‘." R TV,
Medical record review of the Physician admission
orders dated April 30, 2014, revedled, "...Contact
Isolation for ESBL (Extended S pecirum Beta
Lastamases} in urine...” .

Observation on May 19, 2014, at 12:52 p.m, in
resident #30's room, revealed Hospice Nurse #1
was in the resident's room, wore gloves and
assassed the resident's skin, obtained vita signs,
and listened to the resident's heart and lung
sounds while at the resident's bedside. Continued

F 441
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observation revealed the resident's room was
designated by a sign and equipment as an
isolation room. Continued observation reveajed
the Hospice Nurse was not wearing a
gown/protective apparel as approprlate for a
resident on contact-isolation..

Resident #80 was admitted to the facility on
March 2, 2007, and readmitted to the facility on
January 9, 2014, with diagnoses including Urinary
Tract Infection, Escherichia Coli, Dysphagia,
Diabetes, Hypertension, Toxic Encephalopathy,
Sepsis, Methicillin Resistant Staphylocoecus
Aureus, and Depressive Disorder.

Medical record review of the Physician admission
orders dated January 9, 2014, revealed,
*...Contact Isolation-ESBL (Extended Spectrum
Beta Lactamases)..."

Observation on May 19, 2014, at 12:52 .., in
the resident's room, revealed Hospice Nurse #1
assessed resident #30's roommate (resident #30)
wearing gloves, Further observation revealed
Hospice Nurse #1 removed gloves from the
hands and placed gloves in the trash can in the

- reom: -Continued observation revealed Hospice
Nurse #1 went to the right side foot of resident
#80's bed with the ungloved hands and {otiched
the sheets on the resident's bed, repeatedly,
while talking with resident #80's fam ity member in
the room. Further gbservation revealed Hospice
Nurse #1 placed both hands in jacket porkets
while standing at the foot of the bed. Continued
observation revealed Hospice Nurse #1 entéred
the bathroom of the resident's room, then went
into the hallway. Further observation revealed

: the resident’s room was designated by & sign and
| equipment as an isclation room. Continued
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observation revealed the hospice nurse was not
wearing gloves and a gown/protective apparel, a3
required, for a resident on contact isolation.

Review of the facility’s Transmission-hased
precautions and isolation procedures last revised
7/18/2011, revealed "... Transmission-based
precautions are used in-addition to standard
precautions for residents with suspected or
corfirmed infectious conditions. Residents are
ptaced on appropriate transmission-based
precautions until the condition has been ruled out
or the criteria for removal from isolation have
been met.. Isolation procedures may be
implemented to prevent the spread of Infection
frorn resident to resident o health-care worker or
from health-care worker to resident...Central to
the success of these procedures is the selection
of the proper equipment and the adequate
training of those who use it...Contact precaytions
gloves-change gloves afier contact with infestious
material. Gowns/protective apparel-f contact with
infectious matarial is anticipated...” :

Review of the facility's Mospice Agreement
revealed "...2.7 Qualifications of personnel...have
. re¢gived-training-and will.be. provided:with the - - .
necessary equipment and supplies fo meet
infection control guidelines issued by the
Occupationa) Safety and Healih Administration
and the Centers for Disease Control,..”

Review of the Official Transceript of Hospice Nurse
#1 revealed Hospice Nurse #1 received training
on infection contral, hand hygiene, bloodbornie,
standard precautions, airbornefcontactdroplet
precautions, and personal protactive equipment
on August 15, 2013,
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Interview with Hospice Nurse #1 on May 19,
2014, at 12:54 p.m., in the hallway cutside the
resident's room, confirmed the nurse failed to use
perscnal protective equipment. Continued
interview confirmed the nurse failed to follow
contact isolation precautions per fagility policy.

interview with the Assistant Direclor of Nursing on
May 20, 2014, at 16:23 a.m,, In the social
servites office, confirmed the hospice nurse was
aware of the contact isolation policy’s procediires,
Continued interview confirrned the Hospice Nurse
failed to follow the facility's isolation precautions.

Cbservation of the North hall on May 19, 2014, at
11:00 a.m., and May 20, 2014, at 8:00 am,,
revealed an enclosed dlean linen cart containing
a roli of garbage bags and a box of gioves stored
on and in between the stacks of clean linens.

Observation of the East hali on May 19, 2014, at
11:30 a.m., and May 20, 2014, st 8-15 a.m.,
revealed a cleari linen cart with a box of gloves,
white and blue bags, perineal cleansers, and a
package of incontinent briefs stored on and in
between the stacks of the clean linen.
Observation of the West hall on May 20, 2014, at
8:35 a.m,, revealed a linen cart containing a box
of gloves, white bags, and blue bags stored on
and with the stacks of linen.

Observation of the South hall, on May 20, 2014, -
at 8:40 a.m., revealed hoxes of gloves, and white
and blue bags stored on and with the Jinens,

Review of the facility policy titied, Laundry
Services, with a revision date of May 21, 2014,
revealed, "...All clean linens should be stored and
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transported in covered carts used exclusively for
this purpose...”

Interview and observation of the North hall clean
linen cart, on May 21, 2014, at 8:50 a.m., with
Licensed, Practical Nurse (LPN) #6, confirmed the
linens were not stored in a sanitary manner.

Interview and observation of the clean linen cart
on the South hall on May 21, 2014, at 8:56 a.m.,
with Certified Nursing Assistant (CNA) #2, '
confirmed the linens were not stored in a sanitary
manner.

Interview and observation on the East hall, cn
May 21, 2014, at 800 a.m., with CNA#1,
confrmed the items on the clean linen cart were
“usually kept there but should brabably not be,"

Interview and observation on the West hall, on
May 21, 2014, at 9:10 a.m., with the Unit
Coordinator, confirmed the items were not to be
stored in the clean linen cart and were not stored
in a sanitary manner.

interview on May 21, 2014, at 2:00 p.m., with the
Assistant Director of Nursing/Infection Control
Coordinator, in the Social Services office,
confirmed the facility failed to maintain clean linen
storage. '

Observation on May 19, 2014, at 10:15 a.m., on
the North East hall, revealed a linen closet with
the clean linen on the sheives and packages of .

diapers/pads stored in the closet,

Interview with Licensed Practical Nurse (LPN) #7
on May 19, 2014, at 10:15 a.m., at the North East
hail linen closet, confirmed the packages of
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diapers/pads were stored in the closet and the
linen was uncovered.

Observation on May 18, 2014, at 10:20 a.m., in
the North hallway, revealed a bed scale stored in
1 the hallway with the base-solled with dust and
debris.

Interview with the LPN #7 on May 19, 2014, at
10:20 a.m., in the North haliway, confirmed the )
bed scale was soiled with dust and debris.

Qbservation on May 19, 2014, at 12:05 p.m., in
the main dining room, revealed an ise chest filled
witlt ice, Continued observation revealed one
visitor opened tha ice chest, held a personal
glass over the ice in the ice chest, scooped ice in
the personal glass, and touched the glass with
the scoopin the process. Further ahservation
revealed one resident entered the dining room
and went to the ice chest, opened the ice chest
and removed ice, scooped ice in a personal giass
while holding the giass over the ice chest, i
touching the glass with the SCOOp in the process.
Observation revealed neither person washed F514
their hands,

- LEL AN O R —

T s s | 1. The nurse offered the resident the )
'VE}GWIEW V’{'ith the Die’f?]r}’ Manager on May 22, saline nasal spray immediately.
2014, at 1:10 p.m., in the main inirg room, s » P
confirmed the ice chest was accessible lo anyone T--he ph\{sman as no ffied an
and confirmed it was used by visitors and discontinued the saline nasal spray.

residents without monitoring if use resulted in .
contarmination, . e . 2. All residents who are able to self-

F 514 483.75(1)(1) RES I F514 administer medication in any form
88=D RECORDS-COMPLETE}ACCURATEIACCESSIB were reviewed far proper

L& dacumentation in the clinical record

The facility must maintain dinical recards on each - by the nursing management staff
| | on 5/20/14.
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resident in accordance with accepted professional regarding the documentation and
standards and practices that are comp[ete; the application of the self-
accurately documented; readily accessible; and dinini . licy by -
systematically organized. . administration policy by the nursing
management staff. Audits of the
The clinical record must contain sufficient self-administration assessment of
information to identify the resident: a record of the L .
resident's assessments; the plan of c¢are and resu:!ents and c-omp liance of the
services provided; the results of any nursing staff with the dose by dose
preadmission screening conductad by the Stale; ‘ documentation will be conducted
and pragress rnotes. by the nurse managers weekiy for
four weeks then monthly for 3
This REQUIREMENT is not met ag evidenced months. The nurse management
bﬁ{':ased medical record review. obserat team will submit the audit results to
on Icai record review, ohservation, . .
and interview, the facility failed to ensure a clinical the Director of nursing each week.
record was accurately documented for . . R .
medication administration for one (#72) of 4. The Director of N ursw;g will submit
thirty-seven sampled residents, the results of the audit to the
L Quality Assurance Performance
Th‘? ﬁ“‘?""'gs mclude(_:!: ‘ Improvement (QAPI) Committee
Resident #72 was readmitted to the facifity on consisting of the medical Directar,
December 18, 2012, with diagnoses including director of nursing, and at least
Decubitus Ulcer Hip, Paraplegia, Diabetes, three other staff members monthly,
Morbid-Obesity, and Rheumatoid Arthritis,- ... THE QAP comimittes will raview the R
. Medical record review of the physician's orders results and if deemed necessary by
dated May 2014, revealed, "Saline Nasat 0.65% the committee, additional
Qbservation of the medication pass 2nd interview process.evalu?ted/ revised and/or
on May 20, 2014, at 8:45 a.m., revealed Licensed . the audits reviewed for three
Practical Nurse (LPN) #1 did not adm nister ’ months or until 200% compliance is
Saline Nasal 0.65% Spray, ordered by the : - .
physician and listed on the Medication aCh'&:VEd' The administrator wil
Administration Record (MAR). Interview with monitor the pracess to assure
LPN #1 outside of the resident's room, confirmed continued compliance. b’:‘;’fﬂt
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the nasal spray was not administered hécause
the medication was not on the cart and wag
"usually kept" in the resident's room, Further
interview revealed the resident was alert and had
been assessed to self administer medications.
Continued interyiew confirmed the nurse had
given medication (o the resident on May 11, 2014.
Further interview confirmed the LPN had
documented on the MAR the medication was
given May 11, 2014, but had not observed the
resident adminigter the drug.

Medical record review of the Medication
Administration Record (MARY) for May 2014,
revealed the medication had been documented
as given iwice daily for the month of May.

Interview with the resident on May 20, 2014, at
9:00 a.m., in the resident's room, with the
Assistant Director of Nursing (ADON), reveajed
the resident had not received the medication for
"some while" and had not received the
medicalion for the month of May 2014,

Inferview with LPN #2 on May 20, 2014, at 9:15
a.m., at the South\West Nursing Station,
confirmed.when the LPN-had werked the hall, the
nyrse had documented the medication as being
given without observing the medication
administered.

Interview with RN Supervisar #1, at the
Sauth/West Nursing Station, on May 21, 2014, at.
8:30 a.m., revealed the resident was alert and
had been approved for self-administration of
medications, Continued interview reveaied RN
#1 placed a bottle of Saline Nasal 0.65% Sprayin
the resident's room =t the "first of the month."
Conlinued interview confirmed the BN had signed
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the MAR "several limes" as the medicalion given
and had not seen the medication
self-administered. Further interview confirmed
the medical record documentation was not
accurate.
F 515 483.75(1}(2) RETENTION OF-RESIDENT F 515
§$=D | CLINICAL RECORDS

Clinical records must be retained for the period of
time required by state law; or five years from the
date of discharge whean there is no requirement in
State law; or, for a minor, three years after a
resident reaches legal age under State law.

This REQUIREMENT is not met as evidenced
by: .

Based on medical record review and inferview,
the facility failed to maintain a medical electronic
record for one (#266) of thirty-seven sampled
residents.

The findings included: ~

Resident #266 was admitted to the facility on
November 8, 2013, with diagnoses of Care

Cerebral Palsy, Muscle Weakness, and
Depression. .

Medical record review revealed the resident was

issued a thirty day discharge notice on December
i 18, 2013, due to non-coverage of services, and

j discharged home from the facility on December

{ 20, 2013,

}

| Medical record review of the electronic health

! recard revealed the nursing notes, facility

i

involving'unspeuiﬁedrehabibﬁation,@ysphagial v

F515

The social services director
provided a written statement and
included back-up documentation
such as all e-mail communication
and discharge summary to -
complete the record on 5/20/14.

All other medica) records were in
compliance.

Audits of completed social services
notes will be completed by the
director of social services weekly .
for 4 weeks and monthly forthree
months to assure completed
dacumentation is on file. The audit
results will be reported to the
Director of Nursing weekly.
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F 815} Continued From page 18 F515{ 4. The Director of Nursing will subimit
discharge notes, and all daily social services the results of the audit to the
notes from December 12, 2013, to December 20, Quality Assurance Performance
2013, were absent, .
Improvement (QAPI} Committee
Interview with the Social Services Direcior on consisting of the medical director,
[ May-21,-2014, at 10:00-a.m., i the social director of nursing, and at feast’
sérvices office, confirmed the documents were three other staff memi thi
entered into the electronic health record, but . € .e rs n?cm ¥
those records had been Jost, and per the facility The QAP! committee will review the
information technology department's report, were results and if deemed necessary by
not recoverable. Continued interview confirmed the : .
£ - committee, additi
the resident’s electronic health record was not ducats » addi on al
complele and readily accessible. education may be provided: the
process evaluated/revised and/or
the audits raviewed for tiree
Mmonths or until 100% compliance is
achieved. The administrator will
monitor the process to assy re
blshy

continued compliance.
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